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Abstract 

The process of change involved in developing a 
Women's Program at a psychiatric hospital includes 
changes for patients, changes in staff reactions and 
changes in the way an organization is run. This all 
speaks to the larger issues of making changes in 
women, in couples, in families, in communities and in 
other organizations. As a first step, we think that the 
Women’s Program at Charles River has allowed and 
legitimated the process of both women and men 
speaking about their experiences within the context 
of relationships. This, in itself, has brought new energy 
and productivity to patients and staff. 

The Women's Program has obvious extensions 
beyond the treatment of women in inpatient settings. 

Its philosophy and treatment approach can apply to 
outpatient treatment modalities, to day-treatment 
settings and to halfway houses. 
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Introduction 

We are going to discuss one effort to apply some 
of the new psychological knowledge that women have 
created over the last twenty years. We will talk about 
the Women’s Program for patients hospitalized at 
Charles River Hospital, a teaching affiliate of the Division 
of Psychiatry of the Boston University School of Medi¬ 
cine. We will describe the Program and then highlight 
some of the lessons we're learning from it. Our hope is 
that many more people will try to develop programs for 
women in both outpatient and inpatient settings. 

Over the past two decades, almost every previous 
concept about the psychology of women has been 
seriously questioned and, in many instances, completely 
overturned. More adequate formulations have replaced 
prior notions on some topics. However, this new schol¬ 
arship has not been utilized in practice at most settings 
in the mental health field, nor is it taught in most mental 
health training institutions. 
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The situation presents a central dilemma: Can we 
bring new understandings about women into established 
mental health settings? We think that the major ad¬ 
vances in attending to the needs of women have origi¬ 
nated outside of established institutions in alternative 
settings such as women's health and mental health 
centers, rape crisis centers, battered women’s shelters, 
women's alcohol programs and others. Before these 
programs existed most of us did not focus on issues 
such as rape, battering of women, child sexual abuse or 
incest. We did not understand the light these factors 
shed on psychological theoiy in general (Herman, 1981). 
Similarly, we did not see the connection between these 
issues and some of women's most common problems 
such as depression, eating problems, alcohol and drug 
abuse and others (Herman, 1981; Gelinas, 1983; Bryer 
etal., 1987). 

There is a real and continuing question about 
whether it is possible to attend to women's needs within 
the established institutions without losing the essence of 
our new understanding about what has produced the 
problems and what would really help. On the other 
hand, most women have to rely on these institutions for 
help. Most women mental health professionals work in 
these institutions, and all mental health professionals are 
trained in them. Our only answer at this time is that we 
should keep the question alive and support two kinds of 
effort. That is, we need to value women workers in 
alternative settings who blaze trails in thinking and 
action as well as the people who try to bring these 
advances into established institutions. Perhaps we need 
both the people who have the ability and feel most 
nourished by working in alternative settings, and those 
who have the possibility and the desire to work in the 
more established settings. 


In this paper we will describe our attempt to bring 
some of these new understandings about women into 
an established institution. The Women’s Program at 
Charles River Hospital began on the Adult Service of the 
hospital. This is a short-term service for 32 patients; 
average length of stay is four weeks, and on average 
two-thirds of the patients are women. Before describing 
the program itself, we will discuss briefly the theory 
underlying it and the process of creating it. But first, 
why talk about an in-patient program? 

Why talk about a women’s inpatient 
program? 

First, inpatient work has been relatively neglected 
in recent attempts to address the psychological needs of 
women. Thus, we have not been attending to the needs 
of the group of women who are likely to be in the most 
distress. An inpatient program can reach women who 
would not necessarily seek services designed specifi¬ 
cally for women. Although the literature on hospitalized 
women is limited, it is valuable, e.g., Carmen, Rieker 
and Mills (1984), Test and Berlin (1981), also writings 
(1986) and work done at the Elizabeth Stone House, a 
unique residential program in Boston for women in 
emotional distress. We have been guided, too, by the 
Report of the Michigan Department of Mental Health 
Task Force on Women which includes the experience 
and needs of women patients and employees in hospi¬ 
tals, as well as other settings (Mobray, Lonir & Hulce, 
1984). To our knowledge, Michigan is the only state 
which has conducted a system-wide examination of 
women patients and mental health employees. 

Second, women are extremely vulnerable when 
they are admitted to an inpatient unit. The fact that this 
crisis often occurs at major life transitions may com- 
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pound the distress each woman experiences. Mental 
health professionals’ impact at this time is powerful and, 
therefore, can be very effective in educating and em¬ 
powering women. The reverse is also true: Interven¬ 
tions which are disempowering and infantilizing can 
produce a long-lasting negative effect. 

Further, and most important, inpatient work 
presents a particularly heightened challenge — to 
change a staff's “automatic responses”. This work is 
difficult, pressured and based on a crisis model. All of 
these features contribute to its greater resistance to 
change, relative to other types of treatment. Everything 
happens quickly. When someone is admitted, we 
respond immediately. Increasing pressures by insur¬ 
ance carriers enhance this effect because briefer and 
briefer hospitalizations are mandated. Thus, in order to 
reframe the treatment of women in hospitalized settings, 
changes must be made in the very fabric of the program. 
For these very same reasons, resistance to change is 
strong at many levels throughout institutions -- among 
clinical and administrative staff as well as patients. We 
work toward changing our automatic responses by 
analyzing the sequence of care, continually updating 
it and re-educating ourselves. 

Theoretical base 

The Women’s Program rests on a theoretical 
approach which draws on many of the ideas developed 
at the Stone Center (Jordan, 1984,1986,1987; Kaplan, 
1984; Miller, 1984, 1986; Stiver, 1983,1985; Surrey, 
1984,1987) and by other workers such as the groups 
working with Gilligan (1982) and Belenky et al. (1986). It 
is based on the central observation that women’s sense 
of self tends to be grounded in the ability to make and 
maintain relationships with others (Miller, 1976). Most 


women feel a sense of worth and effectiveness if they 
experience all of their life activities as arising from a 
context of relationships and as leading back into an 
increased sense of connection with others, rather than 
separation from others. 

This kind of psychological development leads to 
many strengths. Some of the strengths are the ability 
to participate in the development of other people, to 
engage in interactions which enhance other people’s 
growth and to feel responsible for the well-being of 
others. At this time in history, however, these strengths 
cannot flourish fully. Indeed, they can seem like liabili¬ 
ties because of the surrounding context and values. 

First of all, these valuable psychological qualities usually 
are not recognized or valued by women, themselves, nor 
by the people around them. Mental health professionals 
often fail to acknowledge them or make them explicit 
with patients. 

Further, women usually have not been encour¬ 
aged in their relationships to know and express their 
own experience as they experience it. Most women’s 
relationships have not been founded on the idea that the 
other people should help them to develop fully much 
less to empower them. In therapeutic contrast, the 
Women's Program is centered on the idea that a woman 
can be understood only if we make a concerted attempt 
to understand the context of relationships in which she 
lives and her interpretation of that context. 

For example, a woman may feel she can take care 
of herself only after she has attended to everyone else’s 
needs. That is her interpretation of her experience in the 
world. It’s important to understand how readily most 
women can arrive at such an interpretation of their 
history and their present condition. It’s also very impor¬ 
tant not to mislabel this situation — to slot it into some 
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old formulation. In many settings professionals com¬ 
monly would call this woman submissive, dependent or 
masochistic. Instead, the theoretical approach of the 
Women's Program can help affirm with the woman that 
her so-called "masochistic" interpretation is an accurate 
reflection of reality. Moreover, part of it is very valuable 
and should exist in everyone, but doesn’t. Everyone in 
the human community should be aware of, and have the 
responsibility for, attending to others’ needs — but this 
has not been defined as one of the requirements of 
psychological development. 

Simultaneously, we can raise with her some 
additional possibilities. There may be paths she can take 
towards relationships which will allow more expression 
of her perceptions and desires. She can consider ask¬ 
ing that others attend to her needs and foster her 
development in a more mutual fashion. We can also 
understand how and why this prospect is so difficult and 
can seem so threatening. Indeed, it can threaten loss of 
all relationships or condemnation by the people around 
the woman, or both. This is an example of just one 
aspect of attempting to understand women’s experience. 
We will tell you about the creation of institutional forms in 
which to work on these notions, but first we’ll talk about 
the process of starting such a program. 

Process 

Initially, the idea for the Women's Program at 
Charles River came from the leadership of the hospital 
and the Division of Psychiatry, i.e., the department 
Chair, the hospital Medical Director and the Directors of 
the Adult and the Adolescent Services of the hospital. 
Incidentally, these are all men. This is the first of several 
features which may or may not be present in other 
settings whose staff may be interested in adapting this 


model. (The Adolescent Service is not involved cur¬ 
rently, but we are making plans for 1988.) 

These men brought the idea to a meeting with the 
hospital administrator, the heads of all the disciplines 
and several outside consultants. After discussion at that 
meeting, the group decided to go ahead with the 
Women's Program. The group also decided not to 
create a special new ward for women, but to institute a 
program which would be available to women on the 
usual wards. It would be carried out by existing staff 
members rather than staff hired because of their specific 
interests in or knowledge about women. This included 
the men already working on the wards. These decisions 
had two major implications. One was that the Program 
had support “from the top” of both the Division of Psy¬ 
chiatry and the hospital administration. The second 
meant that we were involved in the task of educating an 
entire staff, some of whom had no particular desire for 
such education. 

The Medical Director appointed a task force to 
develop the Women’s Program and agreed to an all-day, 
Adult Service conference on the psychology of women 
to be held within two months. Initially, the task force 
consisted of the heads of each discipline; in addition, 
there were two psychologists, one social worker and one 
psychiatrist, all women appointed because they were 
known to be interested in women’s concerns. One of us 
(JBM) was assigned as faculty consultant from the 
medical school’s Division of Psychiatry. 

At the initial task force meetings, each of us 
“brainstormed” about what would better serve the 
women in the hospital. Each person spoke from her/his 
particular viewpoint, e.g., as the nurse, social worker, 
unit or team psychologist, etc. These discussions 
inevitably included our thoughts about how women are 
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perceived and understood. We developed a long list of 
ideas and began to plan the all-day conference. 

While including a few presentations, the confer¬ 
ence focused on interactive work groups. For the last 
session of the day, the staff met in their usual working 
groups, i.e., their treatment teams. Each treatment team 
discussed the projects they would like to initiate on their 
wards. All of these ideas were recorded. Many women 
and men reported that the day was stimulating and 
encouraging. We should note again that the conference 
reflected a high degree of commitment by the hospital 
leadership in financial as well as other ways. In addition 
to the payment for the conference, it costs a large 
amount of money and effort to free almost the entire 
staff for a day and to arrange for ward coverage. 

Following the conference, the task force took 
several major steps. It examined every idea proposed 
at the conference and the possibilities for its implemen¬ 
tation. (It is interesting to note that the staff members 
working at the conference proposed many of the same 
ideas the task force had raised earlier and also added 
many more.) Working out the implementation of each 
idea proved exciting because as the task force members 
discussed each plan, they often improved on the plan. 

As members from different disciplines expressed 
concerns or problems, they created an interchange 
which often led to even better ideas. Sometimes these 
alterations seemed small, but they made a big difference 
in practice. 

At this time, one of us (NF) was appointed Director 
of the Women’s Program with the responsibility of coor¬ 
dinating the implementation of the entire program. Also, 
the task force decided that it couldn’t do everything at 
once; it planned for a program consisting of a number of 
phases with a series of steps for each phase. Phase 


One concerned implementation on the unlocked unit; 
Phase Two, the locked unit; Phase Three, the extension 
of the Program to the Adolescent Service; Phase Four, 
the extension of the basic processes of the Program to 
men (i.e., an examination of the specific features and 
problems in men’s development); and Phase Five, an 
extension of the Program to aftercare facilities. Current¬ 
ly, we are still in Phase One with some parts of the 
Program extended to Phases Two, Three and Four. 

Another step was that the task force became more 
participatory and democratic. This process occurred 
quite readily. For example, someone on the task force 
would say, “Jane would probably really like to work on 
the task force. Can we ask her?” Each time someone 
brought up a name, the group agreed. As a result, 
everyone who wants to attend now does, and this still 
works well. In addition, when we are discussing an idea 
involving specific departments and staff, we invite them 
to the meetings. Administrators who are considering 
new plans or new hiring which will effect the Program 
are asked to come to the task force to discuss these 
changes. Coordinating the work of each discipline with 
the Women's Program is still a continuing part of the 
task. After planning each part of the Program, the task 
force reviews the effectiveness of every component. 

This continuing evaluation is a particularly important part 
of the work since we see all of the components as trials 
to be critiqued and then altered or dropped. 

Education 

From the beginning we knew that education had to 
be an essential part of the Women’s Program. Part of 
the reason was the aforementioned need for information 
on the vast amount of material available on women’s 
psychological development and problems. In addition, 
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we needed to provide education for institutional change, 
especially around a topic so emotionally charged as this. 
Change of this type involves profound attitudinal and 
emotional responses. 

The task force readily arrived at educational 
priorities because the program's needs quickly became 
apparent. A typical example concerned the structure of 
therapy groups. A well-developed group therapy pro¬ 
gram already existed, with all patients attending mixed 
sex therapy groups five times a week. At the ail-day 
conference, many staff members had suggested a 
women’s therapy group to replace one of the two 
existing, unstructured, mixed sex groups. We had dis¬ 
cussions about the theoretical basis and professional 
lore for and against the proposed change. The head 
of group programs participated, and we circulated the 
most recent reading material on the topic. We then 
invited Teresa Bernardez, M.D. to lead a workshop on 
the topic for the whole Adult Service staff. She and her 
colleagues are some of the few people in the country 
who have written on single sex therapy groups for both 
women and men (Bernardez, 1983). After these discus¬ 
sions, we were able to arrive at a decision which satis¬ 
fied everyone: To institute the women’s therapy group 
as a trial and assess its value after several months. We 
will discuss the result below. 

The task force and other staff members readily 
recognized that the next prominent need was for more 
training to work with adult survivors of sexual and physi¬ 
cal abuse. Again, we prepared with readings. Then we 
invited Judith Herman, M.D., and later Denise Gelinas, 
Ph.D., who are leading experts, to conduct workshops 
for us. We have continued education on this subject, 
and have also proceeded to other prominent educational 
needs. 


One anecdote will illustrate some of the features 
which arise in education for this kind of organizational 
change. As part of our education on sexual abuse, 
some of us who did a study of abused patients present¬ 
ed our work at an Adult Service staff meeting (Bryer et 

I 

al., 1987). At the next meeting, Beth Harrington, the 
psychologist who had started the Survivors Group as 
part of the Women’s Program (see below), was going to 
present a report on the group. Somehow, this topic was 
rescheduled each time for six months or more. Some¬ 
thing else always intervened. Several staff members 
noticed this delay. However, they interpreted it in a 
“relational” light. It probably reflected the fact that the 
topic is painful for many people, although in different 
ways for women and men, rather than any conscious 
effort to obstruct. 

Beth finally did present her material. The manner 
of her presentation illustrates the essenceof the 
Women's Program. She wasn’t concerned with demon¬ 
strating what she knows and others don’t, but instead 
with asking the rest of the staff how her group and what 
goes on in it may affect their work, e.g., were there add¬ 
ed problems when the patients returned to the unit after 
the group, or at night, etc.? She made the session an 
occasion for the entire staff to discuss their observations 
or questions. Her presentation offered an example of 
the process of creating a relational context and working 
to carry it out in every part of the Program. 

The content of the Program 

The task force’s attempts to translate theory into 

practice involve both the alteration of existing proce¬ 
dures and the addition of new components. Today’s 
extreme pressure for cost containment means that all of 
this must be done in the most economical manner. 
Starting with the admission process, we try to begin to 
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understand the patient’s context of relationships. We 
stress the importance of families and the involvement of 
significant others. If the family is available for an inter¬ 
view, we explore the family’s perception of the problem. 
Here, we immediately encounter one of the major forms 
of resistance, the hesitance of many family members 
and significant others to become involved in the hospi¬ 
talization. 

Soon after admission, the nursing staff asks each 
patient to fill out a Needs and Strengths Statement 
(Appendix A). This new form represents an important 
step towards saying to patients and staff that the patient 
herself needs to state her needs and strengths — and 
that the patient and the staff need to recognize her 
strengths. The form includes fourteen statements of 
need, for example, the need to state clearly how she 
feels; express anger appropriately; explore problems 
with her job and examine her relationships with women, 
men and children. It also includes parallel strengths, for 
example, the ability to express herself in relationships 
with other people; express anger appropriately; feel 
good about a job and to communicate and have trusting 
relationships with women, men and children. 

After a patient considers her particular needs and 
strengths with the help of the unit staff, the next step is 
the Patient Peer Review meeting. Here, a group of 
patients form specific goals for their treatment. Current¬ 
ly, the patients conduct this meeting. In its original form 
the staff had led what had been called the Patient Treat¬ 
ment Team. The process involved in this evolution is an 
example of how empowerment of the patients can lead 
to growth and development, part of the basic philosophy 
of the Women's Program. The goals generated at the 
Patient Peer Review are brought to the Unit Treatment 
Team meeting, along with the recommendations of the 


therapists. 

At the Unit Treatment Team meeting the individ¬ 
ual inpatient therapist is responsible for presenting 
material from the Guidelines for Treatment Planning. 
These guidelines are a new treatment protocol devel¬ 
oped to implement the emphasis on women’s strengths 
and the importance of relationships (Appendix B). The 
protocol requires a description of the patient’s relation¬ 
ships including family, friends, therapists and staff, as 
well as a formulation of what the patient contributes to 
these relationships and how these relationships may 
enhance or impede her. Therapists are asked to state 
explicitly the patient's specific strengths and potential 
strengths rather than only her “psychopathology". The 
therapist makes recommendations for any specialized 
groups appropriate for the individual patient. Other staff 
members also make recommendations. 

Because of the emphasis on relationships, an 
essential feature in the development of the Women’s 
Program was an alteration of the already intensive 
group therapy program. All patients participate in a 
psychotherapy group five times a week. One of the two 
unstructured psychotherapy groups for less distressed 
patients has been converted to a Women’s Therapy 
Group. There is also a weekly Women's Issues Group 
led by members of nursing and adjunctive therapies 
staff. This is a more structured psychoeducational group 
dealing with specific topics pertinent to women's lives 
such as mother-daughter issues, body consciousness 
and several others. It also allows for exchange of ideas 
between patients and staff. The Adjunctive Therapies 
Department planned a program designed specifically to 
attend to women’s experience which focuses on bodily 
fitness, relaxation and communication skills. Patients 
attend three times a week. 


Putting Theory into Practice: Creating Mental Health Programs for Women 7 



Families and patients attend Multiple Family 
Groups. Held weekly, their conceptualization is sup¬ 
ported by various philosophies of treatment, including 
family systems (Koman, 1985), substance use programs 
(Alanon) and our theoretical ideas. Numerous formats 
have been tried with varying success because of the 
resistance of many family members of our adult patients. 
This may serve to underscore the difficulties which a 
patient experiences in her relational context. 

Specialized programs which address eating 
disorders or substance abuse had been in place at the 
hospital already. They are available to patients in the 
Women’s Program. Presently, women with substance 
abuse problems and their families attend a Multiple 
Family Group designed for substance users, rather than 
the general one. Other specific specialty groups include: 
Survivors Group for women who have been sexually or 
physically abused (Harrington, 1987), Women’s Spouses 
and Adult Children of Alooholics Group and The Family 
Workshop. 

The Family Workshop is a weekly program of 
activities for mothers and their children. The activities 
can include cooking, talking or other planned group 
activities. Mothers who are admitted to the hospital 
usually feel great conflict about parental responsibilities 
and other family members’ needs. Although they often 
need respite from parental responsibilities, they are 
worried about their children and often suffer severe guilt. 
Most women find it difficult to concentrate on their own 
problems if they are preoccupied with their children’s 
well-being. The Family Workshop provides a supervised 
setting where mothers can take care of their children at 
the same time that they take care of themselves. While 
not addressing all the needs of mothers, it is a beginning 
step. It conveys to patients and staff the message that 
mothers’ specific experience is recognized as an impor¬ 


tant consideration in contrast to the non-recognition 
which occurs in many hospitals. The Workshop also 
makes the hospital a less mysterious and frightening 
place for children. Situated in the adjunctive therapy 
building, the staff make a special effort to make it 
pleasant for the children. (See Table 1, page 9.) 

Results 

The process of change which was involved in 
developing the Women’s Program at Charles River 
Hospital included changing staff reactions, changing 
patients' experiences and changing the process within 
this organization. As a first step, we ti)ink that the 
Program has allowed and legitimated the process of 
both women and men speaking about their experiences 
within the context of relationships. This, in itself, has 
brought new energy and productivity to patients and 
staff. 

Changes for staff 

Many staff members report that they feel they 
are attending more fully to women patients’ needs. One 
way they do this is by encouraging feedback from the 
patients and responding to it. This whole process 
boosts staff morale. For example, the nursing staff have 
updated the content of the Women’s Issues Group after 
each 8-week session, responding to the comments from 
the group. Many, although not all, patients indicate that 
this group serves their needs. However, the group 
undergoes fluctuations which reflect turnover among 
nursing staff. When the nursing staff is stable, the group 
goes well. When there is turnover, as is common on an 
inpatient unit, the group leaders and the climate of the 
group may change. The Women's Program task force 
needs to keep attuned to these changes. 

Overall, the clinical staff is beginning to view its 
work within a different perspective, emphasizing the 
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Table I 

Changes as a Result of the Women’s Program 


Before 


Women’s Program 


After 


Admission Interview 


Standardized Tests 


Patient Treatment Team 
• Meeting conducted by staff during the day 


Unit Treatment Team 

• Multidisciplinary team meeting to discuss 
course of hospitalization 


Psychotherapy Groups 

• Standard 5x/week groups are all mixed gender 


Admission Interview 

• Addition of a family evaluation, if at all possible 


Standardized Tests 

• Addition of a self-administered Needs and 
Strengths Statement 


Patient Peer Review (name changed) 

• Meeting conducted by patients 

• Changed to evening in order to involve evening staff 

• Patients actively participate in setting goals for 
hospitalization 


Unit Treatment Team 

• Use of needs, strengths and goals from Patient 
Peer Review in discussing course of hospitalization 

• Use of Guidelines for Treatment Planning 


Psychotherapy Groups 

• An unstructured 5x/week group is a women’s group 


Specialty Psychotherapy Groups 

• Eating disorders 

• Substance abuse 


Specialty Psychotherapy Groups 

• Eating disorders 

• Substance abuse 

• Women’s Spouses & Children of Alcoholics Group 

• Survivor’s Group 


Milieu Groups 

• Mixed gender adjunctive therapy groups 


Milieu Groups 

• Mixed gender adjunctive therapy groups 

• Women’s adjunctive therapy groups 

• Women’s Issues group 

• Family workshops (specially designed activity 
for mothers and children) 
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patients’ adaptive capacities rather than psychopathol¬ 
ogy alone. The guidelines for treatment using the 
relational model have encouraged staff to examine staff- 
patient relationships more fully. Countertransference 
and unit conflict issues are seen as difficulties in the 
interactive relationships within the system. This avoids 
focusing on a staff person’s mistaken response to a 
patient or blaming the patient for the problems. The 
clinical staff are better able to deal with specific clinical 
issues by being more open with patients, albeit in an 
informed manner, using the relational model rather than 
a deprivation model of treatment. This acknowledges 
the real relationship which the patient and staff experi¬ 
ence, along with the therapeutic endeavor. Staff have 
found that they can answer questions within a personal 
as well as professional context. This allows them to 
maintain a therapeutic stance without appearing with¬ 
holding. For example, some of the nurses or counsel¬ 
ors might talk about their feelings in order to encourage 
patients to express their own different feelings. 

This therapist-patient relationship can be illustrat¬ 
ed by an example of the inpatient treatment issues 
which arise with what has been termed borderline psy¬ 
chopathology. One model of inpatient treatment focuses 
on strengthening adaptive strategies by emphasizing the 
real relationship (Zetzl, 1971). Ignoring the real relation¬ 
ship emphasizes the sense of deprivation which is 
already excruciatingly heightened in the transferential 
relationship. For example, when a patient asks her 
therapist an appropriate question in a group, the thera¬ 
pist may respond by assuring her that the question will 
be answered after its significance is explored. Knowing 
that the answer is forthcoming allows patients to explore 
their feelings without feeling deprived. If the therapist 
feels the question is inappropriate for any of a number 
of reasons, this can be explained directly to the group. 


Thus, it is addressed, not ignored or by-passed with the 
message (usually implicit) that something is “wrong” with 
the patient for asking. Acknowledging both the real and 
the transferential levels of relationship allows the patient 
to examine the usually painful transferential relationship 
within the safety of a real connection with the therapist. 
This connection also aids in the therapists’ efforts to help 
the patient to “reality-test” inter-actions between the 
therapist and the patient. The insights about transferen¬ 
tial distortions can then be generalized to the patient's 
other relationships as part of the therapeutic process. 

Understanding issues of countertransference is 
clearly crucial in the treatment of hospitalized women. 

By focusing on the relationships between staff and 
patients we can better understand the interactions which 
patients experience with numerous people in their lives. 
Difficult interactions and disagreements among the staff 
on the treatment team can sometimes be understood 
in terms of the patient’s internal conflicts as they are 
projected onto that treatment team. Likewise, the staff’s 
distorted views of the patient, or overreactions to the 
patient, can sometimes be linked to their own back¬ 
ground and histories which include, of course, their 
gender. 

As one example, treatment of sexually or physi¬ 
cally abused patients can be extraordinarily painful for 
therapist and staff, both men and women although often 
in different ways. Ongoing discussions have helped 
staff members deal with these powerful feelings in order 
to construct a better therapeutic context. At our weekly 
Peer Review meetings, staff take into account the 
patient’s issues and the countertransferential issues. 

This format has allowed discussions of how these issues 
differ for female and male staff, particularly around 
sexuality and anger, although these are not the only 
realms by any means. 
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Individual therapists have modified their initial 
evaluation interviews to include the questions outlined in 
the new treatment protocol (Appendix B: Guidelines for 
Treatment Planning). In addition, they also ask whether 
the patient has been physically or sexually abused and 
by whom — a relative, caregiver or other person. They 
routinely inquire about a history of substance abuse in 
the family of origin or in the current family. Guilt or self¬ 
blame in the patient can be minimized if she perceives 
these questions as part of the routine initial interview 
rather than as a result of something she alone has 
revealed. Once the treatment team evaluates this 
material in collaboration with the woman, herself, 
they can make informed decisions about the focus 
of hospitalization. 

Changes for the patients: Clinical issues 
As the work organized by the Program has 

proceeded, it has helped us see certain patterns and 
problems more clearly. One of several examples is a 
grouping of patients who experience some combination 
of depression, self-mutilation, suicidality, eating disor¬ 
ders, or substance abuse who ail have been sexually 
abused. They generally carry the diagnosis of border¬ 
line personality. However, this diagnosis is beginning to 
be seriously questioned at Charles River and elsewhere 
(Herman, 1986; Stiver,1985). The research which Bryer, 
Nelson, Miller and Krol (1987) have done at Charles 
River Hospital found that in a series of 100 patients 56% 
of the women had been sexually abused. Of these,14 
women had been diagnosed borderline; 12 of the 14 had 
been sexually abused. These findings may indicate that 
the borderline diagnosis is overinclusive and may 
include patients who would better fit a diagnosis of post- 
traumatic stress syndrome (usually along with long¬ 
standing, destructive family relationships). Because of 


DSM-IIPs tendency toward behavioral diagnosis, many 
inpatient clinical staff diagnose behaviorally and sympto¬ 
matically rather than by examining the powerful effects 
of these factors. 

The Women’s Program has helped us to identify 
patterns such as this one. The specialty groups then 
help to address these specific features. Recommend¬ 
ations for aftercare often involve building an intense 
network of aftercare groups or the possibility of a longer- 
term hospitalization at another institution. Some patients 
are referred to an outpatient women’s group which I (NF) 
have led for five years. One woman, whom I will call Jill, 
suffered from the factors common to many women: She 
was suicidal, an adult child of an alcoholic, a substance 
abuser herself and bulimic. She had suffered intense 
losses in her lifetime and felt worthless, despite her 
ability to function in a professional capacity. She was in 
the Program during her hospitalization and continued to 
work on these issues afterwards by attending two indivi¬ 
dual sessions, the women’s therapy group and AA 
groups each week. These formed the kind of relational 
network she needed at that time in her life. This type of 
aftercare network is crucial in providing an environment 
In which women can empower one another. They also 
have models of several therapists’ sense of hopefulness 
and other patients’ help. This can be particularly helpful 
in allowing a woman to tolerate extremely difficult 
feelings. 

Clearly, women’s group therapy is a very produc¬ 
tive feature of the Women’s Program within the hospital 
context. It is no longer a question of debate. In the 
groups, women use their abilities to engage in interac¬ 
tions which enhance others, and they clearly participate 
in the development of others. Concurrently, they are 
encouraged to express their own perceptions and 
desires within relationships. Women generally feel more 
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comfort discussing extremely problematic issues in 
groups with other women. Some of these topics include 
expectations from relationships, first menses, sexuality, 
histories of abuse, experience of pregnancy and child¬ 
birth. Women often begin to experience their feelings as 
important for the first time in these groups because other 
members can validate them in ways therapists cannot. 

Changes in the organization: New view 
of hospitalization 

Overall, we are beginning to conceptualize short¬ 
term hospitalization in relational terms, that is, as a rela¬ 
tionship between the patient, the hospital staff and the 
woman’s ongoing network of people outside the hospital. 
These relationships, which usually include an outpatient 
therapist, are the crucial factors in the woman’s growth. 
Often hospitalization is necessitated by a crisis, impasse 
or dilemma in the outpatient-therapist therapeutic rela¬ 
tionship which, in fact, may be inevitable in certain 
instances. The crisis impedes the ability of the therapy 
to sustain the patient outside of the hospital setting. 

This conceptualization does not view hospitalization as 
either a “failure” of the therapist or patient or as a “cure- 
all” or “dumping ground". It focuses efforts on establish¬ 
ing the most productive relationship in the ongoing 
therapy so the impasse or problem can best be handled. 
It also can add necessary additional resources which the 
individual therapist-patient relationship cannot supply all 
by itself. Group therapy and other relational groupings 
may be recommended as additional supports for the 
individual therapeutic relationship, as illustrated in the 
discussion about Jill. 

There are several types of therapist-patient 
impasses. Irene Stiver described one example in an 
article, “Regression in Psychotherapy” (1988). Some of 
the patients, who have had intense idealizing transfer¬ 
ences in their outpatient therapy, experience a regres¬ 


sion which may be serious enough to warrant hospitali¬ 
zation. Stiver recommends the use of co-therapists or 
both individual and group therapy as effective modes of 
treatment for these patients. She concludes that, “With 
another person introduced, the patient does not feel all 
her eggs are in one basket, and is freer to make attach¬ 
ments with permission and can then move out of the 
regressive position, to further growth and development 
in the course of psychotherapy” (in press). The hospital 
treatment team attempts to provide a relational network 
to defuse these intense transferences and strongly 
advises the development of an ongoing relational 
structure with family, friends and a variety of specific 
mental health professionals or other groups outside of 
the hospital. 

The disposition process, a crucial part of the 
Women's Program, has as its goal, then, the elaboration 
of the woman’s network of relationships outside of the 
hospital. Indeed, planning for discharge has to begin 
soon after admission. It is here that we face one of the 
greatest problems. There are very few good relational 
structures available. Similarly, family and significant 
others who have not changed may force a woman back 
into the problematic context which contributed to the 
problem. However, we can sometimes find some good 
relational structures, as in the examples found for Jill. 
The structures provided after discharge, such as day 
hospital, halfway house, family therapy, group therapy, 
AA, Alanon and others must meet the specific relational 
needs of each patient in order to help her function in 
meaningful relationships and satisfying activities. 

Conclusion 

The Women's Program developed at Charles 
River Hospital has obvious extensions beyond the 
treatment of women in inpatient settings. Its philosophy 
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and treatment issues apply to outpatient treatment 
modalities, to day-treatment settings and to halfway 
houses. Specialty programs can be developed in both 
inpatient and outpatient settings, in fact, outpatient 
group therapy is often an important component of 
aftercare and a follow-up to the specialized work done 
in the hospital, as well as an essential complement to 
individual outpatient therapy. 

The process of change involved in developing a 
Women’s Program at a psychiatric hospital includes 
changes for patients, changes in staff reactions and 
changes in the way an organization is run. This all 
speaks to the larger issues of changes in women, in 
couples, in families, in communities and in other organi¬ 
zations. 


Discussion Summary 

After each colloquium presentation a discussion is 
held. Selected portions of the discussion are summa¬ 
rized here. At this session Dr. Irene P. Stiver of McLean 
Hospital joined Drs. Fedele and Miller in leading the 
discussion. 

Question: Can you give us some concrete 
guidelines about how to translate this Program to 
outpatient work? 

Miller: As a beginning, the interested people in 
the outpatient agency or institution can come together to 
examine whether women’s needs can be better met, as 
we did in the task force. Another way is to examine 
together the patterns in women’s problems, e.g., in a 
clinic, are you seeing one depressed mother of young 
children after another, but not noticing this pattern 
enough? Is there something to be done that may be 
better than the usual individual therapy? It is often not 
enough. Most people need a context of relationships in 
which to live and which will support productive living, 


and many don’t have this context in their lives. None 
of us has a fully mutually-empowering context of 
relationships. 

People may need groups that speak specifically 
to factors in their situation such as groups for Adult 
Children of Alcoholics, groups for people who are 
themselves substance abusers, groups for survivors 
of physical or sexual abuse or groups for women who 
have eating disorders. These actually add up to a 
large proportion of outpatients. Thus, I think each 
setting can examine the population of women it is senr¬ 
ing, ask more questions and then set up methods to find 
better answers. 

Stiver: I would like to add that there have been a 
number of workshops on how the theory of the relational 
self can inform a model of individual therapy, as well as 
other therapeutic forms such as group therapy. One of 
the major goals of individual work is to empower women 
to develop a larger network of relationships by modeling 
within the therapeutic relationship. 

Question: Have you treated women who, be¬ 
cause of the stress that they have experienced in their 
relationships, have found the relational focus stressful? 

Miller: Because of the painful nature of their 
relationships in the past and present, this could be true 
of all the women in the Program. But the relational focus 
doesn't mean the patient always has to be with others or 
anything like that. It means sensitively planning con¬ 
structive relationships that will be most helpful to the 
patient. I don’t think the women need isolation; they 
need better relationships — relationships which recog¬ 
nize your point. Carolyn Swift has developed this point 
in her working paper on battered women. She talked 
about “breaking destructive connections by making 
constructive connections" (Swift, 1987). 
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Fedele: There are a number of ways to answer 
this question. For example, in the Program, women who 
have fairly extreme sexual abuse histories are evaluated 
as to whether to recommend that they deal with the 
issues during hospitalization. If it is considered too 
painful or too taxing for a woman’s current resources, 
the focus of hospitalization becomes helping the woman 
to stabilize and gather her strengths with the hope of 
dealing with that particular issue at a later time. How¬ 
ever, for many of the women, the specialty groups, such 
as the group for women who have been abused, provide 
a supportive set of relationships so women can discuss 
these difficult issues without feeling pressured 
inappropriately. 

Comment: In my opinion, the percentage of 
women with sexual abuse histories is higher than 56%, 
the figure you cited in your study. 

Miller: I think you’re right. Our study used a brief 
questionnaire and was conducted before the Women’s 
Program began. It is probably a conservative estimate 
because people either consciously didn't report the 
abuse or repressed the memory of it. It is important to 
add that sexual abuse histories continue to be missed in 
many institutions. This applies not only to the so-called 
“borderline” patients but other women as well. 

Stiver: I want to say as a commentary on this 
issue that one of the Fellows at Mclean is doing a study 
on Rorschach indices of sexual abuse. Her dissertation 
committee advised her to have a control group since this 
could be a “borderline phenomenon”. She is having a 
terrible time finding a control group of people diagnosed 
as borderline who do not have any history of sexual 
abuse. 

Fedele: I would like to add a vignette from a 
person at Charles River. An adolescent girl was in 


treatment and disclosed sexual abuse in a family 
session. Her mother then remembered being sexually 
abused as a child after having totally denied it for years. 
She then was also hospitalized. We may begin to find 
more of this type of pattern. It also underscores the idea 
of a relational context. 

Question: Do men come in with different issues? 
Is there a sense of disconnection which is not verbalized 
in the same way? 

Fedele: The men usually say the reason that they 
are admitted to the hospital has to do with a disruption at 
work, an incapacity to function in the way that they are 
supposed to function. I think relational reasons are often 
present, but the men are less able to recognize their 
role, certainly initially. In general, male patients are 
more distressed. In other instances it sometimes seems 
as if a woman will be admitted while her husband could, 
and possibly should, be the one hospitalized. This can 
be the woman's unconscious and desperate attempt to 
involve the husband in treatment indirectly. 

Question: Can you tell us more about the Patient 
Treatment Team and Family Workshop? 

Fedele: The patient treatment team began about 
eighteen months ago. The nursing staff had decided 
that they wanted a psychologist to run a group in which 
the patients themselves could develop their goals and 
objectives for hospitalization. We developed forms with 
goals and objectives for the patients to prepare prior to 
the actual group. Initially, I led the group while both day 
and evening unit staff attended. In its first change, the 
group became a daytime group which milieu staff ran 
independently. They brought up any questions in a 
weekly unit staff process meeting that was attended by 
everyone on the treatment team (nurses, counselors, 
social workers, the team psychologist and the unit 
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psychiatrist), and milieu treatment issues were dis¬ 
cussed. In the next change, the evening staff decided to 
run the group as an evening group. This accomplished 
two things: First, It served the patients better because 
they have less to do in the evenings —whereas their 
days often are full with the many parts of the Program. 
Second, it allowed the evening staff to feel a more 
integral part of the Women’s Program. 

It has now evolved to patient peer review since the 
patients organize and run the meetings completely, 
while staff sit in occasionally. The evening milieu staff 
meet individually with patients to help them the night 
before the meeting. The patients are expected to fill out 
the forms with goals and objectives within two weeks of 
their admission and review these every two weeks. 
These goal statements are then used to develop a 
treatment plan at the staff’s treatment team meeting. 

The Family Workshop was Jean’s idea in an effort 
to involve the family, particularly the children. Basically 
one member of the adjunctive therapies staff, Kathy 
Bradley, runs a group once a week with one or two 
women who have children in the range of 3 to 17 years 
of age. They choose activities. Sometimes, because it 
is the easiest, they choose to cook dinner together. 

Question: Can the women get feedback on their 
interactions with their children? 

Fedele: Yes, the staff person goes to staff 
treatment team in order to generate feedback for the 
patient. However, we are very careful not to create a 
situation where the woman would feel criticized. 

Miller: There is a long history of mental health 
professionals making mothers feel even more inade¬ 
quate and more anguish about their children than they 
already feel. This whole area has to be approached with 
great care. In general, I think that our emphasis has to 


be on strengthening the mother — anything that 
strengthens the mother is going to be best for the 
children. It is important for the mother to continue to 
be in contact with her children, even if she needs the 
special care of the hospital for the moment. I think we 
should do much more about this, but this is all the 
hospital can support so far. 
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Appendix A 


NEEDS/STRENGTHS STATEMENT 


NAME:_;_DATE: _ 

AGE:_ MARITAL STATUS:_NO. OF CHILDREN:. 


NEEDS 

1. THE NEED TO STATE CLEARLY HOW I 
FEEL. 

I-1 

0 12 3 4 

2. THE NEED TO TAKE CARE OF MY BODY. 

I-1 

0 12 3 4 

3. THE NEED TO EXPRESS MY ANGER 
APPROPRIATELY. 

,-1 

0 12 3 4 

4. THE NEED TO FEEL SELF CONFIDENT. 

I-1 

0 12 3 4 

5. THE NEED TO EXPLORE MY PROBLEMS 
WITH MY JOB. 


0 12 3 4 

6. THE NEED TO TAKE APPROPRIATE ACTION 
TO EXPRESS MYSELF UNDER STRESS. 


0 12 3 4 

7. THE NEED TO EXAMINE THE WAY I USE MY 
LEISURE TIME. 

I-1 

0 12 3 4 


STRENGTHS 

1. THE STRENGTH TO EXPRESS MY FEELINGS 
IN MY RELATIONSHIPS WITH OTHERS. 


0 12 3 4 

2. THE STRENGTH TO TAKE CARE OF MY BODY. 


0 12 3 4 

3. THE STRENGTH TO EXPRESS MY ANGER 
APPROPRIATELY. 

|-1 

0 12 3 4 

4. THE STRENGTH TO STATE 3 POSITIVE THINGS 
ABOUT MYSELF. 

I-1 

0 12 3 4 

5. THE STRENGTH TO FEEL GOOD ABOUT 
MY JOB. 

I-1 

0 12 3 4 

6. THE STRENGTH TO TAKE APPROPRIATE 
ACTION TO SOLVE PROBLEMS. 


0 12 3 4 

7. THE STRENGTH TO USE MY LEISURE TIME IN A 
RELAXING FASHION WHICH I ENJOY. 


0 12 3 4 
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NEEDS 


STRENGTHS 


8. THE NEED TO ADDRESS MY OWN 
SUBSTANCE ABUSE. 


0 12 3 4 

9. THE NEED TO ADDRESS THE SUBSTANCE 
ABUSE OF A LOVED ONE. 


0 12 3 4 

10. THE NEED TO EXPLORE MY RELATIONSHIP 
WITH MY CHILDREN AND/OR FAMILY. 


0 12 3 4 

11. THE NEED TO EXPLORE MY SEXUALITY. 


0 12 3 4 

12. THE NEED TO EXAMINE MY RELATIONSHIPS 
WITH WOMEN. 


0 12 3 4 

13. THE NEED TO EXAMINE MY RELATIONSHIPS 
WITH MEN. 


0 12 3 4 

14. OTHER: 


KEY - NEEDS 

0 = DOES NOT APPLY 
1= NOT IMPORTANT 
2= SLIGHTLY IMPORTANT 
3= MODERA TEL Y IMPORTANT 
4= VERY IMPORTANT 


8. THE STRENGTH TO FIND EFFECTIVE WAYS OF 
COPING WITH STRESS. 


0 12 3 4 

9. THE STRENGTH TO RECOGNIZE THE 
SUBSTANCE ABUSE OF A LOVED ONE. 


0 12 3 4 

10. THE STRENGTH TO FOSTER THE GROWTH OF 
OTHERS, WITHOUT SACRIFICING MY GROWTH. 


0 12 3 4 

11. THE STRENGTH TO FEEL COMFORTABLE WITH 
MY SEXUALITY. 


0 12 3 4 

12. THE STRENGTH TO COMMUNICATE AND HAVE 
TRUSTING RELATIONSHIPS WITH WOMEN. 


0 12 3 4 

13. THE STRENGTH TO COMMUNICATE AND 
HAVE TRUSTING RELATIONSHIPS WITH 
MEN. 

I-1 

0 12 3 4 

14. OTHER: 


KEY - STRENGTHS 

0= NOT A STRENGTH 

1= AN UNDERDEVELOPED STRENGTH 

2 = A MILD STRENGTH 

3= A MODERATE STRENGTH 

4= A WELL-DEVELOPED STRENGTH 
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Appendix B 


WOMEN’S PROGRAM 
GUIDELINES FOR TREATMENT PLANNING 


I. SIGNIFICANT RELATIONSHIPS: 

1. a) What are the ways in which this person contributes to relationships with people who are important in 

her/his life? These people can include wife, husband, lover, close friend, mother, father, sister, 
brother, children, other family members, friends, or co-workers. 

b) Are these contributions representative of psychological strengths? If so, how would you characterize 
these strengths? Is this person aware of these strengths? 

2. What does this person receive from relationships with others? Is this person incapacitated or paralyzed in 
these relationships by feelings of anger, sadness, fear, guilt, shame or other feelings? 

3. Are these relationships sufficient for her/him? If not, what could she/he do to improve this situation? What 
can the other person(s) in the relationship do? How can we facilitate this process? 

4. a) Does this person’s sense of these relationships affect her/his ability to carry out important life tasks? 

For example, working effectively, attending school, parenting. 

b) Conversely, would greater perceived effectiveness in life tasks augment her/his ability to deal with 
close personal relastionships? For example, would having an independent source of income allow a 
woman to be better able to state her feelings to her husband? 

II. EMPHASIS ON STRENGTHS: 

1. What are this person’s strengths? Are there ways in which this person’s strengths can be reframed and 
emphasized in treatment planning? For example, a person may exhibit competence in specific occupa¬ 
tional tasks such as organizational and/or interpersonal capacities as a secretary or the ability to do difficult 
precision work. It is often helpful to ask the patient for a detailed description of her/his work in order to 
understand its complexity and to analyze strengths which may not be obvious if the person is just 
described as a secretary, a factory worker, etc. 

2. What strengths does this person exhibit in her/his interaction with other patients in various formal and infor¬ 
mal group settings? How can the staff help this person mobilize these resources most effectively and pro¬ 
ductively? For example, women on the ward can be understanding and helpful to others but are often un¬ 
aware that these abilities represent valuable psychological resources. They may also have difficulty 
eliciting from others understanding for themselves. 

III. STAFF-PATIENT RELATIONSHIP: 

1. How does the staff react to this person’s anger? Sexuality? Other emotional expressions or lack of them? 
Do women and men staff tend to react differently to this person’s emotions? 

2. How are these reactions a response to the patient’s difficulties? How can the staff work collaboratively to 
deal with these reactions in a manner which would be useful to the patient’s progress? 
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